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The study to understand prognoses and preferences for outcomes and risks of treatment (SUPPORT) was carried out over nearly a decade, with the goal of improving outcomes and decision making for seriously ill, hospitalized adults, the majority of whom were hospitalized in an intensive care unit (ICU) with multiple organ failure or had a serious, progressive illness such as cancer or congestive heart failure. In the United States of America (USA), the general public and many professionals believe that medical care at the end of life is too aggressive. 1 There is a pervasive fear that dying persons are alone and are shackled to unwanted technology in ICUs. The SUPPORT study attempted to address these concerns through an intervention that provided physicians with patient-specific information on prognosis, patients' preferences based on a standardized interview, and a specially trained nurse to facilitate communication at the request of the physician. This block, randomized-controlled trial enrolled over 9000 patients, tracking them for six months, reviewed nearly half a million charts and conducted over 50 000 interviews. The intervention did not enhance communication or physician understanding of patient preferences, change the timing of 'do not resuscitate' (DNR) orders, improve pain control, change the number of days spent in an undesirable state prior to death or improve resource utilization. 2 In this failure, there are important lessons learned and not yet learned.
Important opportunities for improvement
Despite pressing concerns over the cost of health care and public debate over the legality and morality of physician aid in dying, there has been little systematic research to characterize the dying experience. The SUPPORT study provides important evidence of striking opportunities to improve and enhance the quality of care. Despite concerns that patients would not even be able to speak about their preference for care, the majority of patients were able to state preferences for cardiopulmonary resuscitation (CPR) to be attempted, 3 for outcome states such as the desirability of dying against the probability of living debilitated in a nursing home 4 and their preferred approach to medical care in response to a standardized interview (Teno et al., Medical care inconsistent with patients' treatment goals impacts on resource utilization -manuscript in preparation). Yet physician-patient communication was sorely lacking on prognosis 2 and patient preferences, 3 even among those patients with completed advance directives. 5 Without such communication, it is not unexpected that physicians often misunderstood patients' preferences. Such misunderstanding is associated with increased resource utilization. 6 We also found substantial differences in the timing of DNR orders among the five study sites even after adjustment for disease severity and patient preferences, 7 and the costs of medical care in spite of health insurance often left families impoverished. 8 The most pressing concern is that patients often died in pain and with other symptoms. 9, 10 Pain was important in every disease category, not just in those with cancer. An important lesson yet to be fully learned is that ICU procedures such as intubation often result in patient suffering that is not considered in patient management.
Complex problems demand complex interventions
The SUPPORT intervention mainly consisted of the provision of information and the availability of nurse clinician specialists to facilitate communication and planning. There are a number of assumptions in this intervention that we should openly question. It is overly simplistic to state that the conclusion of the SUPPORT study was that providing information about prognosis and giving access to a nurse clinician are not important to improving endof-life care. The SUPPORT intervention did not have an impact on physician communication practices in that the majority of patients and their family members had not spoken with a physician about their prognosis or treatment preferences.
We must question several key assumptions. The most important is the question as to when is the best time for these discussions to occur. Furthermore, we must openly reconsider the meaning of prognosis for survival and its role in decision making. Is a 25% two-month survival a fighting chance or futile care? I suggest that the majority of these decisions in fact relate to decisions about quality versus quantity of life rather than about the futility of care. 11 Indeed, it may be better to present prognostic information in terms of median life expectancy. 12 However, weighty decisions that involve patient quality of life ought to be made in the context of an ongoing physician-patient partnership. Clarification of goals of care should not just begin during the time of crisis, but rather is a process that should occur over the course of an illness. 13 By intervening at an individual patient and provider level, the SUPPORT intervention did not address the effect of local health care system resources or the organizational culture. One of the more intriguing findings of the SUPPORT study was that local health care system characteristics, such as hospital bed capacity not patient preference, is the most important determinant of where people die. 14 Decision making at the end of life is an extremely complex process. Such complexity demands multistage interventions formulated in light of individual and organizational change theory. The bottom line is that the SUPPORT intervention did not change patterns of physician behaviour, such as communication about patients' prognosis, and the intervention nurse was not well integrated into the health care team.
The Holy Grail of low-cost, less aggressive care
Much attention has focused on the high costs of medical care for dying patients. Too often, our focus has been on the quick fix that will save health care dollars. For example, advanced directives have been promoted as a means to reduce health care costs. 15, 16 But there is an important word of caution: a fundamental assumption is that patients and their families want less medical care, and that they desire an earlier transition in the goals of care. This may be wrong, and we must be open to this potential lesson. The dying represent a vulnerable population, where the dead are silent.
A second word of caution should be noted. A fundamental assumption in the writing of the adverse event and safety monitoring memorandum for the SUPPORT study was that the intervention would not involve substantial trade-offs in one-year life expectancy. Recent work has called this assumption into question. We examined the association of health care costs, survival, patient preferences and their perception on whether treatment was in accord with those preferences. Among those persons who preferred a palliative approach yet believe that treatment focused on aggressive care, we found a 40% increase in one-year health care costs and increased one-year survival. Thus, we found 55% survival at one year when patients believed that they were receiving aggressive care inconsistent with their preference to focus on palliation, and 38% survival at one year when they felt that treatment was in accord with their wishes (Teno et al., Medical care inconsistent with patients' treatment goals impacts on resource utilizationmanuscript in preparation). More research is needed, yet these results provide evidence for the substantial trade-off in health care costs and survival. In our pursuit of low-cost, less aggressive care, we must recognize that there are equally important errors in both directions -under-and over-treatment. For me, a process that elicits patient preferences is key unless society has reached a consensus that a given treatment ought not to be offered to patients.
SUPPORT is often referred to as a 'failed study'. In one sense, this is true. The intervention did not have any impact on the five chosen outcome variables. Yet, the daunting challenge of how best to provide compassionate and just care for the dying remains. SUPPORT will only truly be a failure if we do not learn from the study and openly question its fundamental assumptions and descriptive findings. 
